(3) Loss of nociceptor reactions: As a result of damage to the spinothalamic tracts, the protective influence of pain is lost. It is of the utmost importance that the analgesic areas should be protected from burns by hot water bottles in the initial stages. The individual himself must also be taught to protect such areas from injuries of all kinds, so that when he is discharged from hospital such care is second nature to him. In addition, patients should be warned about the dangers to their joints from injuries. One patient in this series developed a Charcot type of joint, which ultimately necessitated an arthrodesis of his knee.
The Place ofLaminectomy in Patients with Lesions of the Cervical Cord The indications for laminectomy in the early stages of traumatic paraplegia may be summarized as: open wounds, incomplete lesions with progression of signs, and the presence of manometric block without evidence of compression on X-ray (Guttmann 1951) . A further indication for laminectomy in the cervical region has been suggested by Comarr (1955) . The mechanism here seems to be the possibility of lowering the level of the neurological lesion by a segment or two by freeing the nerve roots (Campbell & Meirowsky 1953) . A very small gain for patients with injuries of the cervical region is of great importance, and may make all the difference to them in eating, shaving and writing.
In only one patient in this series was a laminectomy performed, and there was a combination of indications. There was evidence of a progression of signs in an incomplete lesion; there was also a manometric block without evidence of X-ray compression; moreover, in view of the presence of cervical spondylosis, it was felt that the trouble might be due to a large cervical disc protrusion. However, at laminectomy none was found, nor indeed was any cause of the block found, other than swelling of the cord. The patient recovered from the operation but died two months later.
The Orthopiedic Management of Haemophilia by Professor J Trueta (Nuffield Orthopaedic Centre, Oxford) This paper is based on a study of the orthopoedic problems presented in 38 patients affected by haemophilia who have been treated in the Nuffield Orthopaedic Centre. Almost all of them were under the supervision of the members of the Oxford Department of Haematology under Dr R G Macfarlane and Dr Rosemary Biggs.
We have divided the pathological changes produced by severe and/or repeated bleeding in the extremities into three groups: Those caused by (1) bleeding into joints, (2) bleeding into or among the muscles, (3) bleeding in the bones.
(1) Changes caused by bleeding into the joints: The joints most commonly affected are the weightbearing ones, the knee about twice as often as any other joint, the ankle the second worst, and the elbow following. The detrimental effect of blood upon the articular hyaline cartilage has been amply assessed. Under its action cartilage erosion takes place and a severe reactive inflammation occurs with pain, increase in local temperature, swelling and vasodilatation.
(2) Changes cauised by bleeding in the soft tissues (into and around muscles): Hands and feet may be equally affected but the greatest disability is caused by Volkmann's contracture of the hand. Even so, muscle and tendon contracture in the leg is responsible for the not uncommon equinus foot with claw toes which makes walking difficult and exposes the ankle-joint to repeated bleeding.
(3) Bleeding in the bones: This fortunately is a much less frequent event but when the bleeding is severe it may cause deplorable consequences such as the so-called hmmophilic bone cysts or pseudotumours as they have been called by many authors. In Oxford several of these cases have been seen; two were reported by Fraenkel et al. (1959) and another referred to by Crock & Boni (1960) .
Fractures in Haemophilia
Fractures are another bone complication of hemophilia. These are pathological fractures. The basic alteration is marked osteoporosis, particularly of the metaphysis. We have seen 4 of these cases and, contrary to first impressions, they all consolidated quickly and well apart from the osteoporosis. The principle of progressive correction of established deformity is applied to all joints but on many occasions deformity has to be accepted, for without surgical intervention full correction cannot be obtained. In all these cases, as in those less severely affected, the same principles of sound management must be carried out. Full muscle activity, even if it does not improve the clotting time (for the muscle exertion is never so energetic as to cause a substantial reduction of the clotting time), by maintaining the bone vessels within their normal limits reduces the frequency of bleeding and thus damage to the articular cartilage is less liable to occur.
In spite of efficient conservative treatment a number of cases are seen in which only surgery can be of any substantial benefit. This is where collaboration with the himatologists is indispensable and we have repeatedly experienced the benefits thus obtained. The management of severe upper limb disability has occupied our minds increasingly since we opened Mary Marlborough Lodge for study of the problems of the severely disabled. The Lodge was set up in the grounds of the Nuffield Orthopedic Centre to provide facilities for the study and solution of the problems of people who, after medicine and surgery have done all they can, are still left with permanent disability, severe enough to impair personal and economic independence.
Rehabilitation of Patients with
Inevitably, one of the major groups of problems referred to us has been severe disability of both upper limbs, with or without involvement of the trunk and lower limbs. The management of disability of the lower limbs is, generally speaking, effectively dealt with in this country by the spinal injury and special rehabilitation centres dealing with a wide variety of disorders. By contrast, loss of function of both upper limbs remains a disaster; it seriously interferes with almost every daily activity and with personal independence, it makes wage earning extremely difficult even for the executive classes, and causes a tragic amount of boredom and frustrationbecause it is so difficult to compensate. The wide range of movement and of force offered by the normal upper limbs and the fact that even the simplest functional movement, e.g. bringing food from table to mouth, is normally achieved by simultaneous adjustments of position and force at each of a number of joints and muscles presents a considerable engineering challenge to those trving to assist or replace disabled or absent upper limbs. Prostheses and splints designed to assist the upper limbs fall far shorter of the lost limbs' functions than do their lower limb counterparts. The aim of this paper is to indicate some of the ways in which we have been trying to solve the problems of these people.
The disorders which present themselves as upper limb problems fall into two main groups:
(1) Those with stiffness or deformity as their prime error. This group contains the severer forms of rheumatoid disease, as well as a variety of congenital limb defects and cases of double amputation.
(2) Those with errors of the controlling mechanisms, i.e. of the muscles, and the motor and sensory innervation, peripheral and central. In this group we have so far encountered: muscular dystrophies, myasthenia gravis, poliomyelitis, polyneuritis, syringomyelia, cervical cord disease and trauma causing quadriplegia, motor neurone disease, disseminated sclerosis, parkinsonism and other disorders of co-ordination, hemiplegia from various causes, and congenital brain damage, particularly the athetoid cases.
The patients easiest to help are those in whom the disorder is of the muscles or lower motor neurones only, and is confined to the upper limbs; associated sensory defect, spasticity or other interference with central control, and involvement of other parts of the body, all introduce additional, but not necessarily insuperable, difficulties. Mental impairment and unwillingness to cooperate, on the other hand, are contra-indications to embarking on this kind of work, which requires the intelligent and enthusiastic co-operation of the patient, who must be prepared to give time to fitting and training in the use of the various devices.
With such a wide variety of causative conditions, and with the frequent association of upper limb disorder with disorders of other parts of the body, there is no question of mass rehabilitation or 'off the shelf' aids, and the initial assessment and individual programming is often the major
